Mark D. Wilkie, MBChB; Samuel C. Leong, MPhil; Alessandro Panarese, FRCS; Arnab Banerjee, FRCS A 56-year-old man with noninsulin-dependent diabetes presented with a 3-day history of worsening dyspnea and severe sore throat. He had also been experiencing mild odynophagia and dysphagia for the preceding 2 months. Flexible nasolaryngoscopy revealed a marked mucosal swelling of the epiglottis, which had collapsed into the glottis (figure 1). Resection of the edematous epiglottis was performed at microlaryngoscopy (figure 2).
Histologic examination identified inflammatory changes with nonspecific edema and focal cartilage necrosis consistent with nonacute epiglottitis. We believe the edema and the mucosal hypertrophy developed as sequelae to an initial episode of acute epiglottitis, something that has not been reported previously.
Epiglottitis is classically described as an acute infection of supraglottic structures, most often caused by Haemophilus influenzae type b (Hib). It can lead to a rapidly progressive, potentially life-threatening air-way obstruction. 1 The condition was first described in adults and was historically considered an adult disease, but from the 1960s was recognized mainly as a pediatric disease. 1 However, in recent years, owing to the development of Hib vaccines, the epidemiology has shifted dramatically back toward adult presentations, with a marked decline in the incidence among children and a purported increase among adults. 1, 2 Cases of epiglottitis unrelated to Hib infection usually occur in adults (as many as 80% of cases). 2,3 Two distinct clinical adult forms have been hypothesized: the classic form, which is caused by Hib, and a supraglottitis form, which is unrelated to Hib; the latter has a more insidious onset and is associated with a lower risk of acute airway obstruction. 3 Our patient might have suffered from the latter. Other reported cases, however, have been associated with more symptoms of oropharyngeal inflammation, 3 a characteristic that was not observed in our case. Notably, our patient had diabetes, a comorbidity that is strongly associated with epiglottitis. 2 However, diabetes does not appear to influence the type of presentation in epiglottitis, as both hypothesized forms have been reported in diabetics. 1, 2 Indeed, both forms have also been described in other groups of immunocompromised patients. 4,5
Figure 2. Microlaryngoscopic views show the area following resection of the epiglottis (A) and the glottis, which was unaffected (B).
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